A lthough randomized and controlled treatment trials are the accepted way to study treatment effects, they have a number of drawbacks that have promoted naturalistic studies as alternative ways to gain knowledge about effects of psychological treatments (1, 2). in randomized clinical trials (RCT), therapists are specifically trained and supervised in the treatment method. This kind of competence and support usually does not exist in routine care. Recovery from a circumscribed symptom or problem is usually the aim in RCT trials, whereas patients in routine treatment often have multiple and combined problems, and problem patterns may change during treatment. in RCTs, adherence monitoring prescribes and proscribes interventions, whereas therapists in routine care usually use the breadth of their clinical competence in treatment delivery in order to tailor the treatment for the individual patient.
Comparisons between the treatment effects in RCT studies and studies of therapies delivered as routine treatment have given varying results (3, 4) . Given the fact that therapists do not have specific training and patients are not selected on restrictive criteria, naturalistic studies seem to have surprisingly good effects (5-8). minami et al. (9) for instance, in a research overview found virtually no differences between depressed patients in ordinary managed care and results from clinical trials. The effect sizes for routine treatment ranged from d  0.80 to d  1.12. in a large practice-based study in primary care noRd J PSYCHiATRY·eARlY online·2013 was received. There were 854 patients, treated by 73 therapists, who had participated in at least two therapy sessions. Among those, 121 patients scored below the cut-off score for clinical significance at the first session and were excluded for this reason from the analyses in this paper. in the main outcome analyses, data from these patients is used. from 199 patients, there were no endof-therapy forms and thus treatment orientation was not known. for another 108 patients, several treatment methods were ticked. Thus, in comparisons of outcome for distinct methods, data from these patients was used.
The patients were referred by their general practitioner at the health care service, or in some cases, were self-referred. The psychological treatment is an adjunct treatment available for those patients whom the medical doctors evaluate as being in need of more or other treatment than the medication that the doctor may prescribe. About one third of the patients had psychotropic medication. There were 76% women among the patients; the mean age was 37.3 (standard deviation, s  14.3, median 35) .
TherapisTs
The 70 therapists were social workers (n  42), psychologists (n  22), psychiatric nurses or occupational therapists. They had on the average 10 years of experience working with psychotherapy. Sixty-five therapists had a basic training in psychotherapy (in addition to the training included in their basic education) and 21 had advanced training, implying certification as psychotherapist. The proportions of therapists with basic and advanced psychotherapy training did not differ between social workers and psychologists. Thirty-five therapists had training in PdT, 29 in cognitive therapy and 20 in CBT or behavior therapy. Training in different methods was evenly distributed between social workers and psychologists, and many therapists had training in several methods.
Treatments
The treatments were delivered at primary care units. They were usually of quite short duration. At the endof-therapy form, the therapists ticked one or more of 14 different therapy orientations: psychodynamic, cognitive, behavioral, CBT, time-limited, existential, relational, patient-centered, systemic, supportive, expressive, interpersonal, crisis intervention and counseling. Therapists could tick several methods for the same treatment. no control was made for treatment integrity.
in this study, comparisons between methods were limited to those treatments where only one method was used. But as most combined treatments used related methods, such as cognitive therapy and CBT, two overarching method groups were created in order not to in england, Stiles et al. (5) found the overall effect size to be d  1.39. A comparison between three treatment orientations-cognitive behavior therapy (CBT), psychodynamic therapy (PdT) and person-centered therapy (PCT) showed no differences. The diversity in patient problems, therapist training and treatments delivered is the precondition for studies of treatments in routine care. Such studies do not answer questions about optimal effects in optimal conditions. They indicate what results may be attained in ordinary treatment (10).
in this study, special interest was directed to supportive therapy. Supportive therapy is somewhat of a Cinderella in psychological treatment. Although frequently used (11), it has seldom been studied in its own right (12) . most studies of supportive therapy have used it as a common-factor treatment to be compared with a supposedly more effective treatment (13, 14) . A recent meta-analysis indicated that supportive treatment for depression may have similar effects as more systematic therapies when researcher allegiance is controlled for (15). A common clinical view is that patients should receive treatment according to their ability to make use of the method, and this is supported by research overviews (16). This might be particularly important when therapists decide to use supportive therapy, as this therapy is often recommended for patients who are less motivated for more challenging therapies. no studies, however, have been made of patient factors that might influence or moderate the effects of supportive therapy.
The aim in this study was to assess treatment outcome in psychological treatment in primary care and to study outcome differences between treatment orientations. A third aim was to study patient and therapist variables that might influence or moderate outcome.
Method
Participants paTienTs over 6 months (november 2009 through April 2010), all patients who were referred for psychological treatment to a social worker, psychologist or psychotherapist at primary care centers in two Swedish regions (Östergötland and Jönköping) were asked to participate in the study. The number of potential patients and attrition at different levels are presented in fig. 1 .
The main reasons for not participating at all were that the participants found the procedure too stressful or burdensome, or that the therapists regarded the patient as not being able to participate, e.g. because of age, acute distress or language problems. in all, 5085 Clinical outcome in Routine evaluationoutcome measure (CoRe-om) questionnaires were returned. They were completed by 1107 patients, seen by 83 therapists. from 253 patients, only one questionnaire was treated with one of the methods that this particular therapist mastered.
Instruments
The study was based on the Clinical outcome in Routine evaluation (CoRe) system (17, 18) . This system was developed in order to study effects of psychological treatment in primary care (18, 19) and has later been found to be adequate also for treatment evaluation in psychiatric treatment. Before each therapy session, the patient completed the CoRe-om (Clinical outcome in Routine evaluation-outcome measure) form. it consists of 34 items measuring psychological distress on a 5-point scale ranging from "not at all" to "most or all the time". The lose data. Therapies that were marked as psychodynamic and/or relational were grouped into reflective therapy, and those that were marked as cognitive, behavioral and/or CBT were combined to a group called directive therapy.
Twenty therapies were ticked as both dynamic and relational, 21 therapies were ticked as behavioral and cognitive, six were ticked as cognitive and CBT, five as behavioral and CBT. There were 85 therapies that were ticked as directive, reflective or supportive, or all three.
At most primary care units, there are one or possibly two therapists. Thus, assignment was in most cases made to the therapist and not to a treatment method. in other words, assignment to a therapist implied that the patient (22), the cut-off value was found to be 13.03 (abbreviated to 13). This figure could be compared with the figures in Barkham et al. (3) . in that study of primary care patients in england, the clinical cut-off was 11.9 for men and 12.9 for women, and the reliable change index 4.8. Thus, in the present study individuals were defined as recovered if they left therapy with a CoRe score that had improved by at least 6.3 points, if they scored over 13 when they started therapy and below 13 as end score. Patients who improved by 6.3 points but who did not come under 13 at the end, or improved by 6.3 points but started treatment below 13 were considered as remitted and those who worsened by at least 6.3 points were regarded as deteriorated if they left treatment in the dysfunctional range.
The average number of sessions for the patients who came for more than one session was 6.8 (s  4.6) with a median of 6 and a mode of 4. The range was from 2 to 35. As most therapy orientations presuppose that therapies should have a certain length, it might seem inappropriate to compare treatments designated as for instance CBT or psychodynamic that lasted for only a few sessions. in order to adjust for this, separate analyses were made for therapies including all cases (also with short duration) and those that contained at least five sessions. The average number of sessions in the group of therapies with at least five sessions (n  347) was 9.3 (s  4.6; median 8, mode 6). data were analyzed with t-tests, analyses of variance (AnovAs) and covariance (AnCovAs).
The study has received research ethical consent from the ethic Approval Committee at linköping University (m72-09). All patients and therapists were properly informed about the study, gave their informed consent and were told that they would receive the same treatment if they chose not to participate.
Results

Treatment outcome
outcome analyses were only made for those patients (n  733) who initially scored over the cut-off limit for clinical significance, i.e. 13.0, on the total scale. initial scores, final scores on the whole CoRe-om scale and the subscales used in this study, and the significance of the differences between initial and final scores are presented in Table 1 .
The results in Table 1 imply that there large and highly significant differences between initial and final scores on all scales, although the difference was somewhat smaller on the function subscale.
scoring is problem-oriented in that higher scores indicate more distress. The instrument has shown good internal and test-retest reliability (0.75-0.95), convergent and discriminant validity, and sensitivity to change (19, 20) . Based on the first CoRe-om questionnaire from each patient, the internal consistency in this study was found to be a  0.79 (n  1098) for the whole scale.
The CoRe-om ratings can be summed up to several subscales. in this study, the depression subscale (four items), the anxiety subscale (four items), the overarching function subscale (12 items) and (Problems) Symptom subscale (12 items including depression and anxiety) were used, in addition to the total scale. The sum score may range from 0 to 40.
Therapist ratings
The therapists completed the CoRe Assessment form (19) when the therapies started and the CoRe Endof-therapy form when the therapy terminated.
on the Assessment form, the therapists give information about the reasons for referral, about the patient's demographics, and about the nature, severity and duration of the problems.
on the end-of-therapy questionnaire, the therapist ticks on a list with 14 alternatives on which therapy or therapies were used. The therapist also rates three aspects of the patient's work in therapy on a three-grade scale: motivation, reflective ability and alliance.
Procedure
Patients who were referred for psychological treatment at the primary care centers were asked to participate. if the patient agreed to participate, he or she received an envelope containing the CoRe-om to be completed after the session. next time, the patient received the envelope with the questionnaires at the reception desk before the session. The patient completed the CoRe-om in the waiting room, before the session and delivered in a closed envelope. At most centers, there was only one counselor, which limited the choice of therapy orientations that could be used. All questionnaire completion was made with paper and pencil.
Data analysis
improvement was assessed as gain scores, standardized residuals, within-group effect sizes (Cohen's d), remitted and recovered patients. Remitted was defined as having attained a reliable change (21). Based on test-retest reliability in a non-clinical Swedish sample (Spearman's rho  0.85 (22)), the reliable change index (RCi) was set to 6.3 points. in order to decide the cut-off between the clinical and non-clinical ranges, criterion (c) in Jacobson & Truax (21) was used, a criterion that has also been used in previous CoRe studies:
and effect sizes are presented for those orientations where at least 10 therapies were delivered.
The differences on CoRe-om outcome for the different discrete orientations were assessed with covariance analyses, where the scores at treatment start were entered as covariates. The differences between the discrete treatment orientations were significant (F(6,309)  3.68, P  0.002). for function, the differences were also significant (F(6,309)  2.22, P  0.04) and for Symptoms, F(6,309)  3.72, P  0.001.
The differences in outcome between directive and reflective therapy were not significant. for CoRe-om, the covariance analysis gave t(1,199)  0.96, P  0.33 for the whole scale, for function t(1,199)  1.11, P  0.30, and for Symptoms, t(1,199)  0.92, P  0.34. Table 3 shows the results for therapy orientations when only therapies that lasted more than five sessions were used in the analyses. figures are presented only for those methods where at least 10 therapies were performed.
in the comparison between therapies with at least five sessions presented in Table 3 , the differences in outcome for the discrete methods were significant when initial scores were entered as covariates. for CoReom, the AnCovA gave (F(5,183)  4.57, P  0.001), for function (F(5,183)  2.49, P  0.03) and Symptoms (F(5,183)  4.73, P  0.001).
The differences between directive and reflective therapies were not significant. for CoRe-om, the analysis gave t(1,151)  0.44, P  51, for function t(1,151) was 0.42, P  0.52, and for the Symptom scale, t(1,151)  0.69, P  0.41.
Differences between directive, reflective and supportive therapies
As supportive therapy was found to be the most frequently used therapy form, at least when combinations were allowed, a special analysis was made of the differences out of the 733 patients, 315 patients (43%) were remitted (CoRe-om score decreased more than 6.3 points) and 249 (34%) were recovered. Among the 376 patients who had received at least five sessions, 188 patients (50%) were remitted, and 150 patients (40%) were recovered. four patients (0.6%) were deteriorated.
Outcome in relation to orientation
The therapists could tick more than one orientation for each therapy. The most common orientations among the 534 therapies that were marked for therapy orientation were, when combinations were included, supportive (29%), psychodynamic (24%), CBT (18%), cognitive (15%) and crisis intervention (15%); 332 (65%) therapies had been ticked with only one orientation, 128 (25%) with two orientations, 38 (7%) with three orientations and 15 (3%) with four orientations.
in Table 2 , outcomes for the different therapy directions are presented for those therapies that were ticked for only one therapy orientation. in addition to the results for discrete therapies, results for reflective and directive therapies are also described. There were 173 directive therapies and 99 reflective therapies, when combinations with other orientations were not included. Gain scores (5.4), directive therapy  7.7 (3.8), supportive therapy  4.8 (2.6)). Using number of sessions as covariate did not change the significance in differences between the methods.
MoTivaTion, reflecTive abiliTy, alliance
The therapists rated their patients' motivation, reflective ability and alliance after the therapy on the end-of-therapy forms. There were significant differences between the methods concerning these factors. Table 5 shows the scores. Table 5 shows that there were great differences between the therapy orientations with regard to how the therapists judged motivation, alliance and reflective ability. The patients who received directive and reflective therapies had higher scores on these process ratings than patients who received supportive therapy. The differences between directive and reflective therapies were not significant.
As motivation, reflective ability and alliance ability were rated by the therapists at the end-of-therapy form, they cannot be considered moderating or mediating variables. They should rather be seen as indications of the therapists' evaluation of the treatment process after it was finished. Covariance analyses indicated that when motivation, alliance and reflective ability were entered as covariates in the analyses also using initial CoRe-om between reflective, directive and supportive therapies. in Table 4 , results of comparisons (AnCovA) between directive, reflective and supportive therapy are shown for the depression, Anxiety, function and Symptom subscales and for the whole CoRe-om.
The results in Table 4 show that there were significant differences between the therapy methods. Contrasting the results for supportive therapy with results for reflective and directive therapy for the CoRe-om, significant pairwise differences were found. The contrast estimate was for reflective therapy 0.299 (P  0.001) and for directive therapy 0.334 (P  0.001). The 95% confidence interval for the whole scale, using the Bonferroni correction, was for reflective therapy was 11.1-13.4, for directive therapy 8.9-12.3 and for supportive therapy 14.2-16.5.
Moderating and co-varying patient factors
paTienT age and session lengTh
The differences in age for the patients in the three methods (reflective therapy mean age 35.5, s  13.1, directive therapy 34.0, s  13.0 and supportive therapy 38.9, s  15.3) approached significance F(2,260)  2.84, P  0.06). entering age as covariate in the AnCovA did not change the significance in differences between the methods. The number of sessions also differed significantly between the methods (reflective therapy  8.4 Table 4 . mean gain scores, standard deviations and effect sizes (Cohen's d; eS) for reflective, directive and supportive therapies, when they were not combined with other orientations. Reflective (n  95) directive (n  131) Supportive (n  88) there were fewer therapists giving supportive therapy who had basic training in psychotherapy than those giving directive and reflective therapy (c 2  55.6, P  0.001). There were significantly more therapists with advanced training in psychotherapy who gave reflective therapy than directive and supportive therapy (c 2  41.2, P  0.001). Therapists with psychodynamic or cognitive training did not give more or less supportive treatment than expected by their numbers, but therapists with CBT training gave more supportive treatment than expected (c 2  19.2, P  0.001).
Discussion
The results in this study show that routine psychological treatment in primary care is helpful for a large number of patients. A considerable number of the patients were remitted after a very modest number of sessions. The effect sizes, particularly for symptom change, were substantial. There were some differences in effect between treatment orientations: directive and reflective therapies had better results than supportive therapy, even after control for a number of potentially moderating factors, such as patient age and number of sessions.
naturalistic studies entail several problems. A main problem in this study was that there was no control of the treatment integrity. Treatment orientation was reported but no check of the adherence or competence in delivering the therapies was made. What is reported in this study are results of treatments as they were delivered in routine treatment contexts, with the designations given by the therapists. on the positive side, these treatments are what most patients in fact get, for better or worse, when they are offered a specific treatment type. The results thus have considerable external validity.
Another major problem is the large drop-out of patients and attrition of data. of 1600 potential participants, analyses of outcome for distinct methods could be made for only 309 patients. There are two distinct aspects of this problem. in naturalistic studies, the challenge to motivate patients and therapists to participate and to deliver data is common (5). The data collection experiences made in this study are now being used in an ongoing similar study at psychiatric clinics. quite another aspect of the study is the fact that some patients only come for one therapy session, that some patients are treated with a combination of methods, that other treatment methods, like medicine are also used, and that we cannot exclude other factors, like spontaneous remission, as curative. This is in the nature of practice-based data collection, that there are a number of factors that influence the results. The challenge is to include this variation in order to understand it. Thus, for instance, it is an important question for coming analyses to understand why some patients come for only one session. rating as covariate, the differences between treatment forms were retained.
in order to estimate the importance of these different variables for outcome, a step-wise linear regression analysis where CoRe-om at treatment end was regressed on CoRe-om at treatment start, number of sessions, patient age, treatment orientation (reflective, directive, supportive, as dummy variables), therapist evaluation of motivation, alliance quality and reflection ability. Table 6 shows the result of this analysis.
The results in Table 6 show that four variables were retained in a step-wise multiple regression analysis: initial CoRe-om score, therapist-rated motivation, supportive therapy and therapist-rated reflective ability accounted for 27% of the variance in outcome scores. Higher initial symptom score, lower motivation, more supportive therapy and lower reflective ability predicted higher final CoRe-om score.
Therapist moderating factors
Some significant differences were found between the therapists who gave the different therapies. Thus, an AnovA and post hoc least significant difference (lSd) analysis showed that therapists giving reflective therapy were significantly older than therapists giving directive and supportive therapy (53.1 vs. 47.1 and 47.7; F  19.1, P  0.001) . There was no significant difference in basic education for the therapists giving the three methods, but F-values and significance of differences between these patient characteristics in the three methods (AnovA). Significance of models and beta coefficients, and adjusted R 2 for the successive models. Nord J Psychiatry Downloaded from informahealthcare.com by Univ.Sjukhuset I Linkoping on 08/07/13
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noRd J PSYCHiATRY·eARlY online·2013 therapists themselves. Possibly counseling and crisis intervention also could be grouped together with supportive therapy, but we refrained from such combinations in order to not further dilute the content of the therapists' designations.
in clinical reality, therapists have more or less training in several therapy forms, integrated with often many years of experience. Therapy interventions are probably not delivered by the book. They are instead delivered with discretion and common sense, and probably tailored to the individual patient. it is important for future research to study the "ethnography" of psychotherapy practice, mapping the variety of interventions and combinations among them that are found in routine practice. This idea is strengthened by the finding that therapists with CBT training gave somewhat more supportive therapy than therapists without such training. As the primary care does not give room for longer psychological treatments, a possible interpretation is that CBT therapists cannot use their specific methods in this treatment setting and to a somewhat larger extent resort to supportive treatment.
To conclude, the results of this study indicate that psychological treatment in primary care may have a positive influence on the outcome, particularly on symptoms like depression and anxiety. Some outcome differences between methods were found. Among the most frequently used therapy methods, supportive therapy was less successful than directive and reflective therapy. The study gives support to the view that psychotherapy in primary care is effective, even in rather short contacts, and it suggests that therapists' ability to tailor treatment to the specific patient may be important.
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The authors report no conflicts of interest. The authors alone are responsible for the content and writing of the paper. no analysis was made of symptom change for patients who only met medical doctors in primary care. We have no possibility of knowing whether the results reflect the effects of good medical primary care, including understanding and empathic talks with doctors. one third of the patients took medication for psychiatric problems. As this medication often had started before the psychotherapy, and we had no control of duration and dose, we cannot know what effect the medical treatment may have had.
Some treatment methods were more effective than others. Cognitive therapy and CBT were more effective than supportive therapy. Several reasons could probably explain this. The most straightforward explanation is that there is a real difference, meaning that some therapy forms give better results, at least in these treatment contexts. But it may also be that those therapy forms that were less successful may have been given by therapists who had less training in these therapies, who were not really very familiar with them, or did not believe in them.
Supportive therapy had less favorable outcome than directive or reflective therapy. moderating factors such as patient age and number of sessions reduced the difference but did not obliterate it. major patient differences were found between patients who received these different forms of therapy, e.g. motivation and reflective ability. With the design used in this study, it is not possible to decide whether the rating of some of these factors co-varied with the coding of the therapy form. Thus, these factors cannot be seen as moderating or mediating factors. The results do, however, suggest that patients who get supportive therapy may have reduced potential to benefit from psychological treatments. it is important in future studies to understand to what extent therapists do a deliberate selection of patients for supportive therapy, and whether this treatment may be the most beneficial for certain categories of patients. As there were only few differences between the therapists who delivered supportive therapy in comparison with directive or reflective therapy, one interpretation might be that therapists make a rational choice and give patients with less favorable preconditions for therapy supportive therapy.
it is probable that the therapies that were ticked as supportive therapy represent a diverse array of treatment interventions. Although there exist some guidelines for supportive therapy (14, 23, 24) , therapists in this study may have used the designation in a rather loose way for treatments that were generally confirming and empathic, sometimes with advice or recommendations, but without distinct intervention principles. As the only information about the therapy content is the tick on the orientation list on the end-of-treatment form, we have no information about how the supportive therapies were defined by
